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Highlights 
 Indicated school-based programs for adolescent subclinical depression have yielded 
positive results worldwide; in the present study such a program was devised and 
implemented in the Indian context. 
 Significant reductions in depressive symptoms, negative cognitions, and academic stress 
were found among children in the intervention group. Significant improvements in social 
problem solving and coping skills were also evidenced. 
 That the results were positive at follow-up and not just at post-intervention suggests that 
findings were more robust and more strongly indicative of a treatment effect, rather than 
some transient or time-specific effect. 
 The results are encouraging in terms of demonstrating the value of running an indicated 
school-based program for early intervention in depression in high-risk adolescents. 
Mental health professionals need to collaborate with schools to increase the visibility, 
availability, acceptance, and evaluation of school-based programs for at-risk students.  
 
1. Introduction 
It is being increasingly recognised that depression constitutes a substantial problem 
among adolescents in India (Nair et al., 2004). Even subclinical depression has been 
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found to have a high prevalence (Singhal et al., 2016), bringing with it impairments in 
academic, social, and familial arenas, as well as cognitive and emotional difficulties for 
the adolescent. Subclinical depressive symptoms constitute a significant risk factor for 
adult depression (Fergusson et al., 2005). Thus, the treatment of depressive 
symptoms, even at subclinical levels, is a worthwhile goal with important clinical 
implications. It will also help bridge the treatment gap that exists, given that a majority 
of depressed adolescents do not receive treatment (Weersing and Weisz, 2002) 
because their symptoms are attributed to mood swings, or they do not know where or 
how to find appropriate help, or are reluctant to seek help due to social stigma and 
peer rejection (Crisp et al., 2006).  
Numerous school-based cognitive-behavioural indicated programs have been devised 
for adolescents with elevated depressive symptoms to overcome many of these 
obstacles. These ‘early intervention’ programs support reducing the risk of further 
depressive episodes (e.g., Arnarson and Craighead, 2011; Garber et al., 2009; Stice et 
al., 2008), as well as producing positive outcomes in coping (e.g., Lowry-Webster et 
al., 2001), attributional style (e.g., Horowitz et al., 2007), personal adjustment (sense 
of inadequacy and self-esteem; e.g., McCarty et al., 2013), problem solving (e.g., 
Spence et al., 2003), and anxiety (e.g., Lowry-Webster et al., 2001).  
Although indicated programs have been found to reduce depressive symptoms, it is 
important to test whether the effects vary across cultures. Indicated programs may be 
more effective in the Indian context because Indian adolescents report higher scores 
of depression than their Western counterparts (Upmanyu et al., 2000) and depression 
prevention programs typically produce larger effects for higher-risk participants 
(Horowitz and Garber, 2006; Stice et al., 2009).  
The present study, therefore, aimed to evaluate a school-based cognitive-behavioural 
indicated program for adolescents with subclinical depression in the Indian context. 
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Apart from the risk factors that have been addressed in the Western studies, we also 
included ‘academic stress’ due to its salience in the Indian context (Deb et al., 2010, 
Singhal et al., 2016). 
 
2. Method 
2.1 Study design and sample 
The study had two-fold objectives: (1) to examine the efficacy of a school-based group 
coping skills program for adolescents with subclinical depression on depressive 
symptoms, negative cognitions, academic stress, social problem solving, and coping 
skills; and (2) to examine the role of the following in moderating the outcome of the 
intervention: initial levels of depressive symptoms, parental depression, gender, and 
homework completion.  
A two-group comparison design with repeated baseline assessments was used. Schools 
were randomly assigned to intervention or control group, to avoid contamination 
effects.  
Grade 8, 9, and 11 students (ages 13-18 years) belonging to English-medium co-
educational schools of a large metropolitan Indian city were included in the study. One 
hundred and twenty students across two schools identified as having sub-clinical 
depression (within the range 14-24 on CDI; see Singhal et al., 2016) comprised the 
intervention (n=65) and control (n=55) groups.  
 
2.2 Procedure 
The study was carried out from January 2012 to December 2013. The students of the 
school assigned to the intervention condition were divided into ten same-gender 
groups of 4-8 students each and administered pre-intervention assessments (T1). Each 
group was then delivered the 8-weekly intervention called the Coping Skills Program 
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devised by the authors (see Singhal et al., 2014). The students of the school assigned 
to the control condition were, for ethical reasons, engaged in one 40-45 minutes (one 
free period) of interactive psycho-educatory session in ten groups of 4-8 students each. 
At completion of the program, the intervention group was assessed (T2), and again 
after a 3-month no-contact interval (T3). The control group was similarly assessed 
within the same period as the intervention group.  
The following measures were employed: (1) Sociodemographic Data Sheet (SDS): This 
tool was developed by the researcher for the purpose of the present study and included 
information about socio-demographic characteristics, such as birth date, gender, 
family set-up, etc. as well as items eliciting information about the exclusion criteria; 
(2) Children’s Depression Inventory (CDI; Kovacs, 1992): It is the most commonly 
used self-report measure of intensity of depressive symptoms for individuals aged 7-
17 years. The Cronbach’s alpha of CDI for our sample was high (α=0.81), indicating a 
high level of internal consistency for this scale for the current sample; (3) Centre for 
Epidemiological Studies- Depression Scale for Children (CES-DC; Weissman et al., 
1980): It assesses frequency of depressive symptomatology experienced over the past 
week; (4) Children’s Automatic Thoughts Scale (CATS; Schniering & Rapee, 2002): It 
is a developmentally sensitive, self-report measure of negative self-statements across 
both internalising and externalising problems; (5) Scale for Assessing Academic Stress 
(SAAS; Sinha et al., 2001): Developed for grade 8-12 students of English-medium 
schools with students belonging to middle to higher socio-economic background, this 
scale assesses five major indicators of academic stress; (6) Social Problem Solving 
Inventory (SPSI-R; D’Zurilla et al., 2002): It assess functional and dysfunctional 
cognitive and emotional orientations toward solving life problems; and (7) Adolescent 
Coping Orientation to Problems Experienced Inventory (ACOPE; Patterson & 
McCubbin, 1991): it requires adolescents to indicate how often they use a specified 
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coping behaviour when they ‘face difficulties or feel tense’. For details of the measures 
and the intervention program, see Singhal et al. (2014). The flowchart for the 
procedure is provided in Figure 1. 
 
 
 
 
Figure 1 
Flowchart of procedure for the study 
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3. Results 
3.1 Comparison on socio-demographic and baseline variables 
The intervention and control groups did not differ in their composition by grade 
[χ2(2)= 0.18, p= 0.91], gender [χ2(1)= 0.04, p= 0.84], birth order [χ2(2)= 3.99, p= 
0.13], and age [t(118)= -0.24, p= 0.81]. They also did not differ by fathers’ age [t(100)= 
1.42, p= 0.15] and mothers’ age [t(103)= 0.80, p= 0.42].  
The intervention group had significantly more fathers educated up to Grade 12 and 
control group had significantly more fathers educated up to graduation [χ2(2)= 10.22, 
p= 0.006]. There was no difference between the intervention and control groups by 
family type (nuclear and joint/extended) [χ2(1)= 1.63, p= 0.20], and by parents’ 
depressive symptom scores [fathers t(58)= -1.4, p= 0.16, and mothers t(94)= 1.2, p= 
0.23]. 
Comparison between intervention and control groups at T1 indicated that the two 
groups did not differ significantly on each of the measures at baseline. 
 
3.2 Comparison between intervention and control groups on outcome measures 
Comparison between the intervention and control groups at post-intervention (T2) 
and follow-up (T3) assessments was done using repeated measures analysis of 
covariance (ANCOVA), with father’s education level as covariate (Table 1). However, 
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the pattern of results did not change even when fathers’ education level was not 
included as a covariate. Table 1 also displays the partial eta squared values for each 
variable. 
 
 
 
 
 
Table 1 
Comparison between intervention and control groups on outcome measures 
Outcome 
measures 
T1 (pre-
intervention) 
Mean (S.D.) 
T2 (post-
intervention) 
Mean (S.D.) 
T3 (follow-up 
assessment) 
Mean (S.D.) 
Between 
groups 
F (df= 1, 
90) 
ηp2 
I C I C I C 
CDI 22 
(4.3) 
21.8 
(3.5) 
10.3 
(3.2) 
19.9 
(3.1) 
5.1 
(2.3) 
22.2 
(3.6) 
234.2*** 
 
0.72 
CES-DC 29.4 
(6.4) 
29.5 
(5.3) 
15.9 
(4.9) 
28.4 
(5.3) 
9.4 
(3.3) 
29.4 
(4.6) 
132.5*** 0.59 
CATS 58.1 
(22.8) 
54.9 
(16.3) 
22.5 
(8.4) 
52.9 
(14) 
12.8 
(4.3) 
51.5 
(11.8) 
69.25*** 0.44 
SAAS 18 
(4.6) 
18.3 
(4.5) 
6.5 
(2.4) 
17.7  
(4) 
6.2 
(2.3) 
19.9 
(3.3) 
143.3*** 0.62 
SPSIa 91.6 
(14.7) 
86.9 
(11.7) 
104.5 
(8.7) 
87.9 
(10.7) 
111.8 
(8.8) 
85 
(9.8) 
56.87*** 0.39 
ACOPEa 163.2 
(17.8) 
161.5 
(17.9) 
181.2 
(14.5) 
161.4 
(18) 
190.5 
(11.8) 
159.1 
(17.4) 
24.46*** 0.21 
I= Intervention group, C= Control group, ***p<0.001, **p<0.01 
CDI= Children’s Depression Inventory, CES-DC= Centre for Epidemiological Studies-Depression Scale 
for Children, CATS= Children’s Automatic Thoughts Scale, SAAS= Scale for Assessing Academic Stress, 
SPSI= Social Problem Solving Inventory, ACOPE= Adolescent Coping Orientation to Problems 
Experienced Inventory  
a  Increase in means reflect greater social problem solving ability and better coping respectively 
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3.3 Effect Size 
All the variables were found to display large effect sizes (ESs) at both post- and follow-
up assessments (Table 2). Also, Cohen’s d increased from T2 to T3 for all the measures, 
indicating an increase in treatment effect from post to follow-up assessment for the 
intervention group. 
 
 
 
Table 2 
Cohen’s d effect sizes for intervention group 
 Post-intervention (T2) Follow-up (T3) 
CDI 2.75 3.97 
CES-DC 2.09 3.05 
CATS 1.56 1.98 
SAAS 2.84 1.37 
SPSI 0.87 1.53 
ACOPE 1.01 2.55 
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3.4 Analysis of clinical significance 
Analysis of clinical significance was calculated using a two-step criterion by Jacobson 
and Truax (1991). Table 3 shows the percentage of adolescents in intervention and 
control groups who fulfil Reliable Change Index (RCI) criterion at the post-
intervention and follow-up assessments. 
 
 
Table 3 
Reliable Change Index 
Tools Intervention (n=49) Control (n=51) 
 Post-
intervention 
n (%) 
Follow-up 
n (%) 
Post-
intervention 
n (%) 
Follow-up 
n (%) 
CDI 47 (95%) 18 (37%) 3 (6%) 0 (0%) 
CES-DC 43 (87%) 16 (33%) 2 (4%) 0 (0%) 
CATS 44 (90%) 17 (35%) 3 (6%) 0 (0%) 
SAAS 42 (85%) 12 (25%) 4 (8%) 0 (0%) 
SPSI 45 (92%) 19 (39%) 5 (10%) 0 (0%) 
ACOPE 44 (90%) 15 (31%) 2 (4%) 0 (0%) 
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The percentages of adolescents in intervention and control groups who fell in each of 
the clinical change categories are presented in Table 4. A majority of adolescents in the 
intervention group (75-80%) achieved recovery on all measures. 13-63% evidenced 
improvement and 3-22% achieved a functional status in the intervention group. None 
of the adolescents showed clinically significant deterioration in either group. A 
majority of participants in the control group remained unchanged (90-97%). Chi-
square analyses for individuals meeting criteria for reliable change shows the 
superiority of intervention group in comparison with the control group on indices of 
recovery, improvement, and functionality (Table 4). 
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Table 4 
Analysis of Clinical Significance 
 Recovered Improved Functional Unchanged Deteriorated χ2(3) p 
CDI Intervention 80% 16% 4% 0 0 182.5*** 0.001 
Control 0 6% 0 94% 0 
CES-DC Intervention 77% 20% 3% 0 0 184.76*** 
 
0.001 
Control 0 3% 2% 95% 0 
CATS Intervention 78% 13% 9% 0 0 185.56*** 0.001 
Control 0 5% 0 95% 0 
SAAS Intervention 79% 18% 3% 0 0 191.6*** 
 
0.001 
Control 0 0 7% 93% 0 
SPSI Intervention 75% 14% 11% 0 0 172.86*** 0.001 
Control 0 8% 2% 90% 0 
ACOPE Intervention 76% 15% 9% 0 0 178.08*** 0.001 
Control 0 0 3% 97% 0 
***p<0.001 
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3.5 Moderator Analysis 
The following were hypothesized to be predictor variables: pre-intervention depressive 
symptoms, parental depression, gender, and homework completion.  
3.5.1 Pre-intervention depressive symptoms 
This was defined in two ways: (a) T1 CDI scores, and (b) CDI scores categorised into 
low (range 14-18) and high (range 19-24). Percentage improvement on the self-report 
measures was calculated using the formula: [(T1-T3)/T1] X 100. Improvement was 
defined to be ≥20% change in pre-intervention scores. Accordingly, improvement was 
categorised as improved (yes) or not improved (no). The percentages of adolescents 
falling in the ‘low’ and ‘high’ categories were 52% and 48%, respectively.   
The correlations between T1 CDI scores and percentage improvement on all the 
measures are presented in Table 5. Higher baseline depressive symptoms showed 
reduction with improvements in social problem solving. 
Table 5 shows the association between CDI scores (categorised as low vs. high) and 
percentage improvement on all measures (categorised as yes vs. no). Higher baseline 
depressive symptoms showed reduction with improvements in social problem solving 
and in coping. Improvement in depressive symptoms showed a trend of significance. 
 
3.5.2 Parental depression 
Parental depressive symptoms were assessed using Beck’s Depression Inventory I 
(BDI; Beck et al., 1961). The correlations between mothers’ BDI scores and percent 
improvement on all the measures are displayed in Table 5. None of the correlations 
were significant, however, only CES-DC showed a trend of significance. 
Table 5 also shows the correlations between fathers’ BDI scores and percent 
improvement on all the measures. Adolescents with fathers having low BDI scores 
showed greater improvement in coping. 
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3.5.3 Gender 
The association between gender (males vs. females) and improvement (yes vs. no) on 
all the measures shows that none of the relationships are significant (Table 5). 
  
3.5.4 Homework completion 
Homework completers were defined as those adolescents in the intervention group 
who complete 5 out of 7 home tasks. The association between homework (HW) 
completion and improvement on all the measures shows that adolescents who 
completed HW showed improvement on challenging negative cognitions, social 
problem solving, and coping (Table 5).  
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Table 5 
Moderator Analysis 
 Baseline CDI scores CDI scores (High/Low) Mothers’ BDI 
scores 
Fathers’ BDI 
scores 
Gender 
(Male/Female) 
HW completion 
(Yes/No) 
 r p χ2 
df=1 
p r p r p χ2 
df=1 
p χ2 
df=1 
p 
CDI 0.11 0.28 3.43 0.06 0.17 0.12 -0.05 0.72 0.03 0.86 o.45 0.22 
CES-DC 0.04 0.69 1.02 0.31 0.19 0.09 -0.14 0.31 0.02 0.90 1.52 0.18 
CATS 0.10 0.30 0.67 0.41 0.15 0.16 -0.10 0.46 0.04 0.84 2.35 0.11 
SAAS 0.00 0.99 1.11 0.29 0.17 0.13 -0.91 0.51 0.13 0.72 1.22 0.20 
SPSI -0.29** 0.003 8.12** 0.004 0.02 0.83 0.18 0.19 0.25 0.62 19.39*** 0.001 
ACOPE 0.113 0.26 10.71*** 0.001 0.02 0.83 -.03* 0.03 0.14 0.71 4.14* 0.04 
  *p<0.05, ** p<0.01, ***p<0.001
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4. Discussion 
This study conducted across English-medium schools of urban Bangalore shows that 
an indicated program designed to arrest the vulnerability of adolescents dealing with 
subthreshold depressive symptoms does work. The program evidenced a significant 
decrease in depressive symptom severity and frequency, negative thinking, and 
academic stress, and an increase in social problem solving and coping skills. 
The decrease in depressive symptoms was significant at both time points for the 
intervention group, whereas for the control group, there was a significant increase in 
the depressive scores from post-treatment to follow-up, after an initial decrease from 
pre- to post-treatment. This initial slight decrease for the control group could be 
attributed to psycho-education, given the preliminary evidence that brief psycho-
educatory interventions for depression can reduce depressive symptoms (Donker et 
al., 2009). Thus, students may have benefitted from the psycho-educatory session but 
the benefit was not robust enough to sustain through the no-contact follow-up period. 
By follow-up depressive scores in the control group were no different from their pre-
intervention scores. Alternatively, perhaps the Coping Skills program provided the 
intervention group with a buffer against increasing levels of depressive symptoms. The 
results fall in line with previous studies utilising the Adolescent Coping with Stress 
Course (CWS-A; Clarke et al., 1995, 2001) which forms the core of our intervention 
program. The results are also consistent with previous studies that have utilised high-
risk samples and demonstrated that adolescents with the greatest need on the basis of 
their initial level of depressive symptoms show the greatest improvement (Horowitz 
et al., 2007).  
With regard to clinically meaningful change, a majority of adolescents in the 
intervention group (75-80%) achieved recovery on all measures. This promising 
finding indicates that a large percentage returned to within non-risk levels at the end 
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of treatment. The intervention group fared significantly better in comparison with the 
control group on indices of recovery, improvement, and functionality. Although there 
have been debates about the operationalisation of clinically significant change (e.g., 
Follette and Callaghan, 1996), the practical utility of this concept is largely 
uncontested. The present study is one of the few in adolescent depression prevention 
and treatment literature to incorporate this stringent criterion.  
Moderator analyses revealed the following: first, higher baseline depressive symptoms 
showed reduction with improvements after intervention in only social problem solving 
and coping. One implication of these findings is that perhaps subclinical depression 
results in deficits on social problem solving and coping, and thus these were most 
amenable to intervention effects. Another possibility is that the range of scores on CDI 
(14-24) which represented ‘subclinical depression’ in the present study, perhaps do 
not display large variability in clinical terms, that is, within this range a differentiation 
of ‘low’ and ‘high’ is perhaps clinically meaningless. That is possibly why the 
intervention was equally beneficial for adolescents with these low and high depressive 
symptoms. Indeed, all the previous studies that have examined this association have 
compared universal and indicated samples (e.g., Sheffield et al., 2006), instead of 
comparing sub-groups within indicated samples. 
Second, parental depression did not seem to moderate the effect of the intervention, 
that is, adolescents with parents reporting higher depressive symptoms did not show 
a poorer response with intervention. An implication for these findings could be that 
perhaps only a clinical diagnosis of depression in parents is significant enough to 
moderate intervention effect. Or it could be that adolescents perceive themselves as 
more separate from their parents as compared to children. One reason for the non-
significant findings could be that in the current sample of parents, the overall BDI 
scores were in the mild range. 
AC
CE
PT
ED
 M
AN
US
CR
IPT
[18] 
 
Third, gender did not moderate intervention effects, i.e., both girls and boys equally 
displayed improvements after intervention. One possibility is that since the Coping 
Skills program was devised to be gender-sensitive, with separate vignettes and 
examples for girls and boys, it did not have a differential impact on the two groups. 
Another possibility is that since the Coping Skills program had an equal emphasis on 
a logical and systematic approach to dealing with negative emotions (which may 
appeal more to boys) as much as a social approach in which participants were 
encouraged to share feelings and experiences (which may better suit girls), it was 
found to be equally effective for both the genders. This resonates with the research 
evidence that boys and girls respond differently to different types of interventions 
(Reivich, 1996). Alternatively, in the sample of adolescents recruited for the 
intervention study, since the mean CDI scores reported by girls did not differ 
significantly from those reported by boys, girls did not demonstrate a greater 
intervention effect. Indeed, it has been speculated that higher levels of depressive 
symptoms experienced by females relative to males renders the former more 
motivated to engage in the intervention, whereas the lower levels of depression for 
males creates a floor effect (Stice et al., 2009).  
Fourth, adolescents who completed HW showed improvements on negative 
cognitions, social problem solving, and coping. One reason for this finding may be that 
the increased opportunity to acquire intervention skills and apply them in the real 
world benefitted adolescents, especially on the above mentioned skills. An implication 
of this is that HW completion is required for there to occur an improvement on 
negative cognitions, social problem solving, and coping.  
 
5. Limitations 
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The study had the following limitations: all measures employed were self-report, a 
longer follow-up was not included, attentional and non-specific factors across the two 
groups were not equal, and self-selection bias may have been present as only those 
schools gave permission to carry out the study that did not already have a counsellor. 
 
6. Conclusion 
It can be said that the program produced clinically meaningful intervention effects. 
Also, the fact that results were positive at follow-up and not just at post-intervention 
suggests that findings were more robust and more strongly indicative of a treatment 
effect, rather than some transient or time-specific effect. No corresponding changes 
were found in the control group. Clearly, the depressive symptoms of the adolescents 
were not transient or likely to remit spontaneously within three months.  
Overall, the results are encouraging in terms of demonstrating the value of running an 
indicated school-based program for early intervention in depression in high-risk 
adolescents. The present study findings call for future development and 
implementation of indicated intervention programs to address subclinical 
psychopathology among adolescents in Indian schools. 
 
Source of Funding 
This study was part of the doctoral research carried out at the National Institute of 
Mental Health and Neuro Sciences (NIMHANS), Bangalore, India, and was funded 
by the institute fellowship. No financial interests, direct or indirect, exist for the 
individual contributors in connection with the content of this paper. 
 
Conflict of Interest 
All the authors declare no actual or potential conflict of interests. 
 
Contributors 
AC
CE
PT
ED
 M
AN
US
CR
IPT
[20] 
 
The first author was involved in planning the study, getting the ethical approval, 
data collection, analysis of results, and manuscript preparation. The second author 
was involved in planning the study, getting the ethical approval, data analysis and 
interpretation, and reviewing the paper. The third author was involved in getting 
the ethical approval, interpretation of data, and reviewing the paper. The fourth 
author was involved in analysis of results. 
 
Acknowledgments 
The authors wish to thank the principals, teachers, and students of the schools who 
were involved in the study. We would like to thank Dr. Vijaya Raman (Department 
of Clinical Psychology, St. Johns Medical College) and Dr. Satish Girimaji 
(Department of Child & Adolescent Psychiatry, NIMHANS) for their inputs and 
feedback on the intervention program content. 
 
We give the rights to the corresponding author to make necessary changes as per the 
request of the journal, do the rest of the correspondence on our behalf and she will 
act as the guarantor for the manuscript on our behalf. 
 
 
  
AC
CE
PT
ED
 M
AN
US
CR
IPT
[21] 
 
 
REFERENCES 
Arnarson, E.O., Craighead, W.E., 2011. Prevention of depression among Icelandic 
adolescents: A 12-month follow-up. Beh. Res. Therapy. 49 (3) 170-174. 
Beck, A.T., Ward, C., Mendelson, M., 1961. Beck depression inventory (BDI). Arch. 
Gen. Psychiatr. 4 (6) 561-571. 
Clarke, G.N., Hawkins, W., Murphy, M., Sheeber, L.B., Lewinsohn, P.M., Seeley, J.R., 
1995. Targeted prevention of unipolar depressive disorder in an at-risk sample of high 
school adolescents: A randomized trial of a group cognitive intervention. J. Am. Acad. 
Child Adolesc. Psychiatr. 34 (3) 312-321.  
Clarke, G.N., Hornbrook, M., Lynch, F., Polen, M., Gale, J., Beardslee, W., O’Connor, 
E., Seeley, J., 2001. A randomized trial of a group cognitive intervention for preventing 
depression in adolescent offspring of depressed parents. Arch. Gen. Psychiatr. 58 (12) 
1127–1134. 
Crisp, H.L., Gudmundsen, G.R., Shirk, S.R., 2006. Transporting evidence-based 
therapy for adolescent depression to the school setting. Educ. Treat. Child. 29 (2) 287–
309. 
Deb, S., Chatterjee, P. Walsh, K., 2010. Anxiety among high school students in India: 
Comparisons across gender, school type, social strata and perceptions of quality time 
with parents. Aust. J. Edu. Dev. Psychol. 10 (1) 18-31. 
Donker, T., Griffiths, K.M., Cuijpers, P., Christensen, H., 2009. Psychoeducation for 
depression, anxiety and psychological distress: a meta-analysis. BMC Med. 7 (1) 79-
87. 
D’Zurilla, T.J., Nezu, A.M., Maydeu Olivares, A., 2002. Social Problem-Solving 
Inventory-Revised (SPSI-R). North Tonawanda, NY: Multi-Health Systems, Inc.  
AC
CE
PT
ED
 M
AN
US
CR
IPT
[22] 
 
Fergusson, D.M., Horwood, L.J., Ridder, E.M., Beautrais, A.L., 2005. Subthreshold 
depression in adolescence and mental health outcomes in adulthood. Arch. Gen. 
Psychiatr. 62 (1) 66-72. 
Follette, W.C., Callaghan, G.M., 1996. The importance of the principle of clinical 
significance—defining significant to whom and for what purpose: A response to 
Tingey, Lambert, Burlingame, and Hansen. Psychother. Res. 6 (2) 133-143. 
Garber, J., Clarke, G.N., Weersing, R., Beardslee, W.R., Brent, D.A., Gladstone, T.R.G. 
et al., 2009. Prevention of depression in at-risk adolescents: A randomised controlled 
trial. J. Am. Med. Assoc. 301 (21) 2215-2224. 
Horowitz, J.L., Garber, J., 2006. The prevention of depressive symptoms in children 
and adolescents: A meta-analytic review. J. Consult. Clin. Psychol. 74 (3) 401 – 415. 
Horowitz, J.L., Garber, J., Ciesla, J.A., Young, J.F., Mufson, L., 2007. Prevention of 
depressive symptoms in adolescents: A randomised trial of cognitive-behavioural and 
interpersonal prevention programs. J. Consult. Clin. Psychol. 75 (5) 693-706. 
Jacobson, N.S., Truax, P., 1991. Clinical significance: A statistical approach to defining 
meaningful change in psychotherapy research. J. Consult.  Clin. Psychol. 59 (1) 12-19.  
Kovacs, M., 1992. Children's Depression Inventory: Manual. Multi-Health Systems. 
Lowry-Webster, H.M., Barrett, P.M., Dadds, M.R., 2001. A universal prevention trial 
of anxiety and depressive symptomatology in childhood: Preliminary data from an 
Australian study. Behav. Change 18 (01) 36-50. 
McCarty, C.A., Violette, H.D., Duong, M.T., Cruz, R.A., McCauley, E., 2013. A 
randomized trial of the Positive Thoughts and Action Program for depression among 
early adolescents. J. Clin. Child Adolesc. Psychol. 42 (4) 554-563. 
Nair, M.K.C., Paul, M.K., John, R., 2004. Prevalence of depression among adolescents. 
Indian J. Pediatr. 71 (6) 523-524. 
AC
CE
PT
ED
 M
AN
US
CR
IPT
[23] 
 
Patterson, J.M., McCubbin, H.I., 1991. Adolescent Coping Orientation to Problems 
Experienced (ACOPE). In K. Corcoran, J. Fischer (Eds.), Measures for clinical 
practice: A sourcebook (pp.454-458). New York: Free Press. 
Reivich, K., 1996. The prevention of depressive symptoms in adolescents. Doctoral 
Dissertation, University of Pennsylvania (UMI 9627995). 
Schniering, C.A., Rapee, R.M., 2002. Development and validation of a measure of 
children’s automatic thoughts: the children’s automatic thoughts scale. Behav. Res. 
Ther. 40 (9) 1091-1109. 
Sheffield, J.K., Spence, S.H., Rapee, R.M., Kowalenko, N., Wignall, A., Davis, A., et al., 
2006. Evaluation of universal, indicated, and combined cognitive-behavioural 
approaches to the prevention of depression among adolescent. J. Consult. Clin. 
Psychol. 74 (1) 66–79. 
Singhal, M., Manjula, M., Vijay Sagar, K.J., 2014. Development of a school-based 
program for adolescents at-risk for depression: Results from a pilot study. Asian J. 
Psychiatr. 10 (4) 56-61. 
Singhal, M., Manjula, M., Vijay Sagar, K.J., 2016. Subclinical depression in Urban 
Indian adolescents: Prevalence, felt needs, and correlates. Indian J. Psychiatr. 58 (4) 
394-402. 
Sinha, U.K., Sharma, V., Nepal, D.M.K., 2001. Development of a scale for assessing 
academic stress: a preliminary report. J. Inst. Med. 23 (1) 105-102. 
Spence, S.H., Sheffield, J.K., Donovan, C.L., 2003. Preventing adolescent depression: 
An evaluation of the Problem Solving for Life Program. J. Consult. Clin. Psychol. 71 (1) 
3-13. 
Stice, E., Rohde, P., Seeley, J.R. Gau, J.M., 2008. Brief Cognitive-Behavioral 
Depression Prevention Program for High-Risk Adolescents Outperforms Two 
AC
CE
PT
ED
 M
AN
US
CR
IPT
[24] 
 
Alternative Interventions: A Randomized Efficacy Trial. J. Consult. Clin. Psychol. 76 
(4) 595–606. 
Stice, E., Shaw, H., Bohon, C., Marti, C.N., Rohde, P., 2009. A meta-analytic review of 
depression prevention programs for children and adolescents: Factors that predict 
magnitude of intervention effects. J. Consult. Clin. Psychol. 77 (3) 486-503. 
Upmanyu, V.V., Upmanyu, S., Lester, D., 2000. Depressive symptoms among U.S. and 
Indian college students: The effects of gender and gender role. J. Soc. Psychol. 140 (5) 
669-671. 
Weersing, V.R., Weisz, J.R., 2002. Community clinic treatment of depressed youth: 
benchmarking usual-care against CBT clinical trials. J. Consult. Clin. Psychol. 70 (2) 
299-310. 
Weissman, M.M., Orvaschel, H., Padian, N., 1980. Children's symptom and social 
functioning self-report scales comparison of mothers' and children's reports. J. Nerv. 
Ment. Dis. 168 (12) 736-740. 
 
 
 
AC
CE
PT
ED
 M
AN
US
CR
IPT
